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W 000 INITIAL COMMENT. i |
S W 000 |Symbrnl‘.-. governing body wili ensure that al i
requlred policies are implemented to safeguard !
A recertification survey was conducted from June ; and provide habilitation to the individuals we "6/20/11 and
8, 2011 through June 10, 2011. A sample of two | jserve. oneoing
dlients ufas seleuted fmm a popul_aihon of two In addition, these policies wili be aligned to the ;
males with varicus cognitive and intellectual 'present Health & Wellness Standards, as well as |
disabilities. This survey was conducted utilizing ! rother best practices guide. :
the fundamental survey process. | ;
: Symprni's goveraing body and QA Team wilk :
The findings of the survey were based on continue to moritor Lo ensure compliance. :
observations and interviews with one clientand '
staff in the horme and at two day programs, as :
well as a review of client and administmtive :
records, Inctuding incident/investigation reports.
W 156 483.420(d){4) STAFF TREATMENT OF | w156 !
CLIENTS ‘ !
The results of all investigations must be reported | - ' Symbral IMC b d the fnvesti !
to the administrator or designated represaentative ‘ rgr':. :: include :’ri¥§°,eiu2n"éi’§§$iiin'-i""" fmom and
or to other officials in accordance with State law : “ Administrator's (CEO) signatare as an affirmation | ongoing
within five working days of the incident, [ ol ker knowledge of all incident investigative :
: findings withio five working days. ,‘
: |
. . : Symbral’s governing body & QA T i !
This STANDARD is not met as evidenced by: ; cantinue wgmonitorgto engnrc compel?:u:a. ‘

Based on Interview and record review, the facility
failed to report the results of ali investigations of

I i - /g
verbal abuse ta the administrator within five ’ , M
working days of the Incident, for one two sampted é ﬂﬁf / [
clients. (Client #1) |

| Department of Health
The finding includes: ! Heaith Reguiation & Licansin Administration

' | intermediate Cars Faclities Division

On June 8, 2011, beginning at 1:25 p.m., review 860 North Capitol 8L, NE. .
of incident reports and corresponding Washington, D.C. 20002

' Client #1 was verbally abused by his 1:1 staff
' while at the day prograrn. Further review
revealed that on December 22, 2010, Client #4
was verbally threatened by facility staff that
TITLE l( } DATE

ABORATORY ORS OR OVIDE] UPPLI REPRESENT, 'S SIGNATURE
R BT LY YA e ope oy Ce0 23 20/

Any deficiency statement ending with an asterisk (")‘don B deficlency which the institution may be excused from comrecting providing # is detenhined tha
Rhar ssfeguardy provide sufficient proteciion to the patien(s. (See instnuctions.) Except for nursing homaes, the findings stated above sra disciosabie 00 days
‘ollowing the date of survey whether or nat @ plan of correction is provided. For nursing homes, the above findings and plans of corraction are disclosable 14
1ays foliowing the Uate these documents are made availsbie (o the facity. Hf deficiancies are clited, an spproved pan of correction is requlsite to continued

yrogram panticipslion.

. investigations revesied that on August 26, 2010, ‘ ’
|
|
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W 156 Continued From page 1
supported him in his home and at the day
program. Both investigations were completed
and signed off on by the facility's Incident
- Management Coordinator (IMC). However, there |
was no evidence that administrators had '
reviewed and signed off on the Investigations !

within five working days. t

 Interview with the Qualified Intellectual Disability
" Professional (QUDP) on June 9, 2011, at

facility’'s administrators had not reviewed and
signed the two aforementioned investigative
reports within five working days.

“approximately 1:50 p.m., acknowledged that the ]
I

W 150 483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

. Each client’s active treatment program must be
integrated, coordinated and monitored by a
quadlified mental retardation professional,

This STANDARD Is not mel as evidenced by:
Basad on observation, interview, and record
review, the facifity failed to ensura that tha
Qualified Intellectual Disabilites Professional f
(QIOP) monitored services, for two of two |
sampled clients. (Clienis #1 and #2)

The finding includes:

1. Cross refer W193. Tha facility's QIDP failed
to ensure 1;1 staff demonstrated competency in
implementing Client #1's behavior support plan.

2. Cross refer 1o W249. The facilty's QIDP
failed 10 ensure Client #1 received continuous |
active treatment in accordance with the i
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A BUILOING COMPLETED
B. WING
068/10/2011
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W 158 .
Continued from page 1.
!
I
i .
: i
¥
| i
! !
[]
i
w159
f
(1,2,3) QIDP, House Manager (s) and all stafl |
working with (ndividuais # I & 2 received re- lﬁa“’i“ and
longoing

Cotitrols.

|compliance.

training on 6/24/11 on implementation for BSP,
atherence to Mea) Tlme Protocois and Portlon !

Symbral’s governing body, QA Team, QIDP, and
House Manager wili continue to moaitor to ensure
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W 158 Continued From page 2
interdisciplinary team (IDT) recommendations.

3. Cross refer to W460. The QIDP failed to
ensure that Clients #1 and #2 received well
baianced, nutritious meals in accordance with
their dietary orders.
W 183 483.430(e)(3) STAFF TRAINING PROGRAM
Staff must be able to demonstrate the skills and
techniques necessary to administer interventions
to manage the inappropriate behavior of clients.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility staff failed to demonstrate
competency in the implementation of a client's
Behavior Support Plan (BSP), for one of two
sampled clients. (Client #1) ,

The finding includes:

Cross refer to W249. The facility failed to ensure -

that 1:1 staff demonstrated competency in
implementing Cilent #1's Behavior Suppon Plan
{BSP).

W 249 483.440{d){1) PROGRAM IMPLEMENTATION
As soon as the interdisciplinary team has
formulated a client's individual program plan,
esach client must receive a continuous active
treatment program consisting of neaded

. interventions and services in sufficiant number

" and frequency to support the achievemen! of the |

objectives identified in the individual program
pian.

l

0 PROVIDER'S PLAN OF CORRECTION X
PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
e | CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY}
! .
ontinu om page 2,
’ |
I !
w 193! i
Crossed referenced and adopted with W159. ‘6724/11 and
i ongoing
f
i
i
I i
| z
| ?
[ . |
| ;
i
1
1
| |
W 249
Crossed referenced and adopted with W158 and 6/24/11 and
Wi193, ongeiag
: [
! :
| j
i i
;
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This STANDARD is not met as evidenced by:

Based on observation, interview, and record I
review, the facility staff failed to ensure a dients !
Behavior Support Plan (BSP) was implameanted |
consistently, for one of two sampled clients. :

(Cliont #1)
' The finding includes:

The facility failed to ensure that Client #1's 1:1
staff remained in close proximity in accordance
with his BSP, as avidence balow:

On June 8, 2011, gt 4:10 p.m., Client #1 was :
observed to waik over {0 the dining tabie to shake |
my hand and sat down while his 1:1 staff

remained in the kitchen preparing dinner. At4:15
p.m. the 1:1 staff remained in the kitchen

pteparing dinner while Client #1 remained at the |
dining table with the surveyor. At 4:27p.m., "

Client #1 answered the cordiess telephone
located In the living room area and brought the
phone to his 1:1 staff in the kitchen. At 5:35p.m.,
Client #1 received verbal prompts fo back up
when standing ¢ close to the famale staff.
During this time, the 1:1 staff remained in the .
kitchen. OnJune 9, 2011, at 4:48 p.m., Client #1 |
was left alone in the living room for approximately
one minute while his 1:1 staff walked upstairs.

Interview with the 1:1 staff on June 8, 2011, at ;

. approximately 4:.42 p.m., revaaled that Client #1

received t:1 stafing 24 hours a day o manage

" his maladaptive behaviors and safety. (l.e.

i
inappropiiate touching, invading another person's |
personal space and sexualiy propasiticning
another parson, cursing, yelling, screaming, and

i
'
]

1
iContinued from page 3.
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Continuedd From page 4
making threats, refusing to comply with staff

requests, verbal aggression, and physical
aggression). Further interview with Client #1's

" 1:1 staff acknowledged that he did not remain in

close proximity at all times as observed on June
B, 2011,

Review of Client #1's BSP dated February 28,
2011, on June 10, 2011, al 9:43 a.m., confirmed

" the 1.1 staff's interview of the aforementioned
maladaptive behaviors. Further review of Client

#1's BSP revealed the 1:1 staff must remain
within close proximity at all times (i.e., home,
community, day, and while being fransported).
The BSP afso added that Client #1's 1:1 staffing
was in place for safety precautions relative to
sexually propositioning others.

At the time of the survey, there was no evidence
that Client #1's 1:1 staff implemented his BSP as
recommended.

483.460(c) NURSING SERVICES

The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is not met as evidenced by
Based on observation, interview, and record
review, the facility failed to ensure nursing
services were provided in accordance with each
clients needs, for one of two sampled clients.
{Client #1)

The finding includes:

Cross Refer to W455. The facility's nursing staff
falled to ensure proper infecton confrol

i
|
1

W 249
Continued from page 4.

ELPN Case Manager re-inserviced medication nurse
'on Health & Wellness Practices relating to ':fi.::l eud
‘Prevention and Control of infection. ;

iSymbral's governing body, QA T
iCase Manager, QIDP and House
provide oversight.

J
i
|
i

eam, DON, LPN
Manager will

)-......_ -
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W 331 Continued From page 5 W 331
procedures were used prior to administering :
Client #1's prescribed eye drops. ) '
W 440 483.470(iX1) EVACUATION DRILLS W 440! '

W 441 483.470()(1) EVACUATION DRILLS

' The facliity must hold evacuation drills at least

quarterly for each shift of personnel.

This STANDARD is not met as evidenced by:

Based on interview and record review, the facility
fajled fo hold evacuation drills quarterly on all
shifts, for two of two clients residing in the facilty. -
(Clients #1 and #2)

The finding inciudes: I

The faciiity faited to conduct simulated fire drills at
least four times (4) a year for each shift, as i
evidenced balow: ;

On June 9, 2011, at 2:13 p.m,, interview with the
Qualified Inteliectual Disabilities Professional
{QIDP} reveaied that thare were three designated

' shifts (8:00 AM - 4:00 PM; 3:.00 PM -11:00 PM

and 11:00 PM - 8:00 AM} Monday thru Friday.
Further interview revealed that there were two '
designated shifts (9:00 AM - 8:00 PM and 9:00
PM - 9:00 AM) for the weekend
{Saturday/Sunday).

Review of the facllity’s fire drill log records on
Jurne 13, 2011, beginning at 2:19 p.m., ravealed
that no drills ware held during the weekday
moming shift from October 2010 through
December 2010. This was acknowledged by the
faciiity's QIDP and the House Manager on June
10. 2011, at 11:42 a.m.

1
]
L

QIDP redo fire drili calendar to incorporated
iimplementation of Evacuation Drills across

6/24/11 and

'specified shift (8:00 am — 4:00 pin weekdays) and  ongoing
ulllization of alf exit areas to include back door and

,basemeut door.

i

1o addition, House Manager (s) and all Staff were

;Inserviced oy explained done,
1

i Symbral’s governing body, QA Team, QIDP and |

House Manager (3) will monltor
| compliaace.

ta ensure
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varied conditions.

The finding includes:

" This STANDARD is not met as evidenced by:
Based on the interview and review of the fire drill
records, the facility fajled to conduct fire drilla
under varied conditions, for two of two clients
residing in the facility, (Clients #1 and #2)

W 441 Continued From page 6 |

The facilty must hoid evacuation drills under

v

- Interview with the Qualified Intellectual Disabilites
Professional (QiDP) on June 9, 2011, at 2:13
p M, revealad that the facility had at least three

mathods of egress (front door, back door, and the
basement door). Raview of the facillty's fire drill
records on June 9, 2011, beginning at 2:19 p.m.,
revealed that most of the fire drills were
conducted utilizing the front door exit. Further
review of the fire drill records revealed that the
back door and basement door exit had not been
used since June 2010. This was acknowledged
through additional interview with the QIOP on the
same day at approximately 12:05 p.m. There
was no evidence on file at the Eme of survey to
substantiate that all exits were used.

W 455 483.470(1)(1) INFECTION CONTROL

There must be an active program for the :

prevention, control, and investigation of infection
and comMmunicable diseases.

This STANDARD is not met as evidenced by;
Based on observation and interview, the facility

failed tp provide an active program for the .

{QIDP reda fire drill calendar to incorporated i
iimpiementauon of Evacuation Drilis across 1672411 aod
jspecified shift (8:00 am - 4:00 pm weekdays) and . ongoing
!utiliution of wll exit areas to include back door and

, basement door.

;In addition, House Manager (s) and ali Staff were

"inserviced as explained done.

Symbral's governing body, QA Team, QiDP and x

House Manager (s} will monitor to ensura

“ORM CMS-Z587(02-89) Pravious Versions Obsolete Event ID:20HRY1

compHance.
W 455

HE

| Crossed referenced and adopted wilh W331, 16720711 and
tongoing

[ :

I ‘
i

j !

{ i

i i
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W 455 Continued From page 7 :
" prevention and control of infection and |
communicable diseases for one of two sampled

clients. (Ciient #1) 5

‘ The finding includes:

The facility’s nursing staff falled to ensure proper
infection control procedures werg used prior to

!
administering Clent #1's prascribed eya drops. f

. On June 8, 2011, at approximately 6:44 p.m., the |
Licensed Practicat Nurse (LPN) was observed o -

- wash her hands with soap and water prior o
administering medications. At6:.45p.m., tha LPN
provided minimal assistance to Client#1 as he |
punched his medications into the madication cup |
and consumed the medications independantly.
The LPN placed the medicaions back info the |
medication cabinet. At approximately 6:50 p.m..
the LPN was then observed to adminisier one eye |
drop to both eyes of Client #1 with her bare
hands. She was not observed to wash andior
sanitize her hands before administering the eye

drops.

interview with the LPN coordinator on June 10, |
2011, at approximately 12:00 p.m., revealed that |
the medication nurse should have washed her '
hands or place gloves on prior to administering
Client #1's eye drops. l
483.480(a)(1) FOOD AND NUTRITION ,
SERVICES

W 460

" Each client must receive a nourishing,
well-balanced diet including modified and
: specially-prescribed diets.
:
-

ZQORM CMS-2587(02-99) Pravious Versions Obsalete Evant [D: 2DHR 1
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W 455/
Continued from page 7. :
i i
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i
1
:
|
1
' 1
f i
1
' 5
{ I
i H
| |
l |
W 460 i
‘Food & Nuirition Consultant re-trained all staff { 6/24/11 and
Iworking with individuals #1 and #2 on “Adherence |ongomg
ito Meal Time Protocoel {Modified diets) and Portlon ! :
|Conl.rol @8 specified™. ;
i
1
!
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i W 460

Review of the June 2011 Physician's Orders

The finding includes:

On June 8, 2011, at 4:10 p.m.. Client #1 and #2
was observed silting on the sofa chairs listening
to music and watching television. The cilents
appeared tp look a litle overweight. A15:45p.m.,
Staff #1 was observed fo place two large scoops
of snap peas and white rice onto the clients’ ;
plates using a silver spatula during the dinner i
meal, The staff also placed two pleces of wheat |
bread with margarine onto the clients plates. !

W 460 Continued From page 8 i
This STANDARD is not met as evidenced by. |
Based on observation, interview and record |
review, the facility failed 1o ensure clients
received theif prescribed modified diets as :
ordered by the physician, for two of two sampled |
clients. (Clients #1 and #2) i

- The facility falled to ensure that Clients #1 and #2
received & well-balanced diet as prescribed by
their Primary Care Physician (PCP) to ensure
thair nuiritional needs, as evidenced below:

{PO's)on June 8, 2011, at 3:35 p.m, and 5:20
p-m. revealed that Client #1 was prescribed an
1800 calorie diet and Client #2 was prescribed a

1500 caiorie diet

Interview with Staff #1 on June 9, 2011, at 445
p.m., confirmed that on June 8, 2011, he did not
use measuring cups to measure the clients food.
When asked how did he know that Client #1 and
#2 received the appropriate amount of food, Staff
#1 replied by saying, "I know the smount, l've
been doing this for years now."

-In additica staff werking al the time of survey
treceived discipllnary action Lo this regard.

16/24/11 and
.ongoiag

1 Symbral's governing body, QA Team, Nutritionist,
'DON, LPN Case Manager, QIDP and House
Manager will continue to monitor to ensuro

compliance.
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On June 10, 2011, at approximately 9:50 p.m., , Continued frop: page 9.
review of the dinner menu for June 8, 2011, !
revealed that client's prescribed an 1800 calorie ‘
diet was to receive 1 cup of white rice, 1 cupof | :
shap peas, one slice of wheat bread, and a ! ; i
teaspoon of margarine. Further review of the ;
dinner menu revealed that client's prescribed a
" 1500 calorie diet was to receive a 1/2 cup of white . i
rice, 1/2 snap peas, and a slice of wheat bread. ;
Note: it should be noted that Client #1's desirable ’ " -
body weight (DBW) is 128 Ibs - 168 Ibs. His i !
current weight is 180 Ibs. Client #2's OBW is 150 - . i
Ibs - 182 Ibs. His current weight is 213 Ibs. ‘
. i
i |
o |
: ;
i ;
|
| .
| )
' | :
! |
| ‘
. !
i ,
i ;
| ; E
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10642 3502.2(b) MEAL SERVICE / DINING AREAS

- Modified diets shall be as follows:

(b) Planned, prepared, and served by individuals |
who have received instruction from a dietiian; |
and. ..

This Statute is not met as evidenced by:

Based on observation, nterview and record

review, the group home for persons with

intellectual disabllities (GHPID) falied to ensure

residents recaived thair prescribed modified diets
* as ordered by the physician, for iwo of two

sampled residents. (Residents #1 and #2)

The finding includes:

The GHPID failed to ensure that Residents #1
_ and #2 received a well-baianced diet as
prescribed by their Primary Care Physician (PCP) '
o ensure their nutritional needs, as evidenced .
below:

" OnJune B, 2011, at 4,10 p.m., Resident #1 and
#2 was observed silting on the sofa chairs
listening to music and watching television. The
residents appeared to look a little overweight. At
5:45 p.m., Staff #1 was obsertved to place two
large scoops of snap peas and white rice onto the
residents’ plates using a silver spatula during the
dinner meal. The staff also placed two pleces of

" wheat bread with margarine onfo the clients ]

plates.

" Raview of the June 2011 Physician's Orders
(PO‘s) on June 9, 2011 at3: 35 p.m, and 5:20

SYMBRAL FOUNDATION WASHINGTON, DC 20002
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i [¢] PROVIDER'S PLAN OF CORRECTION \ xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ; COMPLETE

TAG REGULATDRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) '
|
[ 000 INITIAL COMMENTS ' 1000 ymbral's governing body received deficlencies as ' ¢10/11 and
cited, we will ensure that corrective measures are ongoing
implemented to prevent reoccurrences.
1042 {

Food & Nutrition Consultant re-trained all staff |

working with individuals #1 and #2 on “Adberence |62#11 and
to Meal Time Protocol {Modifled dlets) and Portion %0E°ing
Control as specified”.

In addition staff working at the time of survey
received disciplinary action to this regard.

1
Symbral's governing body, QA Team, Nutritionist, |
DON, LPN Case Manager, QIDP and House
Manager will contlnue to monitor to ensure
campliance.

Jealth R
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Z Eéﬂ VES SIGNATURE

{X8) DA

TmLE c EO b

0}

3TATE FORM

i continfation 1ot7

2DHR11



From:santouse

T0:2024429430 06/24/2011 13:07 #536 P.016/031

PRINTED: 062072011

. ‘ ' - N ‘ FORM APPROVED
Health Regqulation & Licensing Administration
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTI {X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: (X2) MULTIPLE CONSTRUCTION COMPLETED
A BUILDING
B. WING
HFDO3-0005 06/10/2011

NAME OF PROVIDER OR SUPPLIER
SYMBRAL FOUNDATION

STREET ADORESS, CITY, STATE, ZIP CORE

722 "L" STREET, NE
WASHINGTON, DC 20002

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

n : PROVIDER'S PLAN OF CORRECTION T s

PREFD ' {EACH CORRECTIVE ACTICN SHOULD BE i coBfLErE
TE

TAG . CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

| 042

1 090

Continved From page 1 i
p-m. revealed that Resldent #1 was presctribed an
1800 calorie diet and Resident #2 was prescribed
a 1500 calorie diet

Interview with Staff #1 on June 9, 2011, at 4:45
p.m., confirmed that on June 8, 2011, he did net
use measuring cups 0 measure the residents
food. When asked how did he knaw that
Resident #1 and #2 received the appropriate
amount of food, Staff #1 replied by saying, "i
know the amount, I've been doing this for years
now"

On June 10, 2011, at approximately 9:50 p.m.,
review of the dinner menu for June 8, 2011,
revealed that resident's prescribed an 1800
calorie diet was to receive 1 cup of white rice, 1
cup of snap pess, one slice of wheat bread, and &
teaspoon of margarine. Further review of the
dinner menu revealed that resident's prescribed a
1500 caiorie diet was to receive a 1/2 cup of white!
rice, 1/2 snap peas, and a siice of wheat bread. !

Note: Il should be noted that Resident #1's

desirable body weight {DBW) is 128 ibs - 168 lbs.
His current weight is 180 ibs. Residenl #2's DBW
is 150 ibs - 182 Ibs. His current welght is 213 1bs.

3504. 1 HOUSEKEEPING

The interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, aftractive,
and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable
odors.

This Statute is not met as evidenced by:
Based on observation and interview, the Group

I 042

1090

Home for Persons with intellectual Disabllities

Continued {rom page 1.

Work request order form was completed by House
Manager on same day 6/10/11 and submitted 1o
Maintenance Departinent.

6/20/11 and
ongeing

Health Regulation & Licensing Administration

3TATE FORM
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- 2. The lint trap outside the facility was observed
" with heavy build up of dirt and rubbish.

1135

1 080

- sanitary manner, for two of two sampiled

Continued From page 2

(GHPID} maintained the interior and exterior of
the facility in a safe, clean, ordery, attractive, and |

residents. (Residents #1 and #2)

The findings include:

Observation and interview with the facility House |
Manager (HM) and Qualified Inteltectual !
Disabilities Professional (QIDP) on June 10,
2011, beginning at 1:47 p.m., revealed the
following: _ '

interior

1. The bathroom window located on the first level
was observed o be inoperable. The bathroom
window would not tp open.

Exterior

3. The fence located at the front entrance of the
facility was observed to have a whole at the
bottom.

The QIDP and the HM acknowledged the
above-cited deficiencies at the conclusion of the
envirenmenta! walk-through.

3505.5 FIRE SAFETY

Each GHMRP shall conduct simulated fire drills in
order {o test the effectiveness of the plan at least
four (4) imes a year for each shift.

This Statute is not met as evidenced by:

1680
i

16/20/11 and
‘ongoing

Itemized job descriptions I-) were completed on
6/1511.

QA Tenm, QIDP, House Manager and
Maintenance Engineer wili continue to monitor
to prevent reoccurrence, i

t135

See page 4.

4e3i(th Regulabon & Licensing Administraton
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1135 Continued From page 3 f135 ;
Based on interview am_j l'GCDTd review, the group Fire Drili Caiendar now reflects specified 6/24/11 and
home for intellactuall disabilities (GHPID} faifed to evacuation driils for cited shift. House Manager (s} opgoing
hold evacuation drills quarterly on all shifts, for and staff were re-trained on updated fire driil
two of two residents residing in the facility. - calendar. :
(Residents #1 and #2) Symbral's governing body, QA Team, QIDP and |

L Heuse Manager (s) wili continuve to meniter to :
The finding includes: ensure compiiance.
The GHPID failed to conduct simulated fire drills
at least four times (4) a year for each shift, as
evidenced below:
On June 9, 2011, at 2:13 p.m., interview with the
_qualified intellectual disabilities professional
{1DP) revealed that there were three designated
shifts (8:00 AM - 4:00 PM; 3:00 PM -11:00 PM
and 11:00 PM - 8:00 AM) Monday thru Friday.
Further inlerview revealed that there were two
designated Shifts {3:00 AM - 9:00 PM and 9:00
PM . 9:00 AM) for the weekend ;
(Saturday/Sunday). :
' Review of the GHPID's fire dril log fecards on |
June 13, 2011, beginning at 2:1% p.m., revealed
that no drills were held durng the weekday
moming shift from Qctober 2010 through
December 2010. This was acknowledged by the
GHPID's QIDP and the house manager on June
10, 2011, al 11:42a.m,
1180 3508.1 ADMINISTRATIVE SUPPORT | 180 ;
’ {1.2,3) QIDP, House Manager {s) and ali staff ';Glztlll] and
Each GHMRP shall provide adequate I'working with individuals # 1 & 2 reccived re- iongﬂing
- administrative support 1o efficiently meet the | “;':""’E “”lz’i;‘“: ey ‘“‘g"’mﬂ‘i‘“i"z‘“f BSP,
needs of the residents as required by thelr ] perence to Meal Time Protocols and Portlon
Habilitation pians. !
!' Symbral’s governing body, QA Team, QIDP, and
This Statute Iis not met as evidenced by: : House Manager wiil continue Lo monitor to ensure
Based on obsaervation, interview, and record compliance.
review, the group for persons with intellactual
e

2DHR1Y ¥ continuation shest 4 of 7
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3521.3 HABILITATION AND TRAINING

Each GHMRP shall provide habhilitation, training
and assistance o residents in accordanca with
the resident ' s Individual Habifitation Plan.

This Statute is not met as evidenced by:
Based on observation, interview, and record
review, the group home for persons with
intellectual disabilites staff failed to ensure a
resident's Behavior Support Plan (BSP) was

implemented consistently, for one of two sampled

_ residents. (Resident #1)

The finding (ncludes;

' The GHPID failed to ensure that Resident #1's
" 1:1 staff remained in close proximity in
_accordance with his BSP, as evidence below;

#1 on his BSP and 1:1 job duties.

to provide oversight.

Behavioral Specialist re-trained QIDP, House ’
Manager (3} and all staff working with individuat '6/24/11 and

. . , FORM APPROVEO
Health Regulation & Licensing Administration
STATEMENT OF OEFICIEENCES
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A BUILTING
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1180 Continued From page 4 180 f
. disabilities failed to ensure that the Qualified Continued from page 4,
~ Inteliectual Disabiliies Professional (QIDF)
coordinated and monitored services, for two of
two sampled clients. (Clents #1 and #2) ;‘
' The finding includes: '
" 1. Cross refer W193. The facility's QIDF failed ;
to ensure 1:1 staff demonstrated competancy in
impiementing Cllent #1's behavior support plan.
2. Cross refer to W2439. The facility's QIDP l
failed to ensure Client #1 received continucus ;
active treatment In accordance with the .
interdisciplinary team (1DT) recommendations.
3. Cross refer to Wa60. The QIDP failed to }
ensure that Clients #1 and #2 received well |
balanced, nutriious meats in accordance with ’
their dietery orders,
1422

jongoing

Symbrat’s governing body, QA Team, Behavioral
Specialist, QIDF and House Manager will continue -

4saith Reguiation & Licensing Administration
STATE FORM
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Continued from page 5.

On June 8, 2011, at 4:10 p.m., Resident #1 was
observed to wak over to the dining table to shaka
my hand and sat down while his 1:1 staff
remained in the kitchen preparing dinner. At4:15
p.m. the 1.1 staff remained in the Kilchen
preparing dinner while Resident #1 remained at
the dining table with the surveyor. At 4:27 p.m,,
Resident #1 answered the cordiess telephpne
located in the living room area and brought the
phone to his 1:1 staff in the kitchen. At5:35 p.m.,
Resident #1 received verbal prompts o back up
when standing to close 1o the female staff,

During this tme, the 1.1 staff remained in the
kitchen. On June 9, 2011, at 4:48 p.m., Resident
#1 was left alone in the living room for

- approximately one minute while his 1:1 staff

- walked upstairs.

- Interview with the 1.1 staff on June 8, 2011, at

- approximately 4:42 p.m., revealed thal Resident
#1 received 1:1 staffing 24 hours a day to
manage his maladaplive behaviors and safety.
{i.e. inappropriate touching, invading another
person's personal space and sexually
propositioning another person, cursing, yelling,
screaming, and making threats, refusing to
comply with staff requests, verbal aggression,
and physical aggression). Further interview with
Resident #1's 1:1 staff acknowledged that he did
not remain in close proximity at all tmes as
observed on June B, 2041,

i Review of Resident #1's BSP dated February 28,

! 2011, on June 10, 2011, at 9:43 a.m., confirrmed

' the 1:1 staff's interview of the aforementioned
maladaptive behaviors. Further review of

' Resident #1'5s BSP revealed the 1:1 staff must
remain within close proximity at all times (i.e.,
home, community, day, and while being

Joaith Regulation & Ucensing Admimetration
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1422 Continued From page 6 1422 .
transported). The BSP also added that Resident Continued from page 6.
#1's 1:1 staffing was in place for safety ?
: precautions relative to sexually propositioning ]
others. |
i
At the time of the survey, there was no evidence .
. that Resident #1's 1:1 staft implemented his BSP
as recommsnded. l
I
:
i
i
;
|
; i
1
i
!
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